CASE REPORT {#s1}
===========

A 39-year-old male veteran presented with 2 weeks of progressively worsening lower abdominal pain. He denied having fever or diarrhea before admission. On initial evaluation, his vital signs were normal. He was tender to palpation over the left lower quadrant and suprapubic areas but without any peritoneal signs. Laboratory test results were remarkable for a white blood cell count of 15,200/mm^3^, hemoglobin of 17 g/dL, and C-reactive protein of 13.5 mg/L. Fecal calprotectin level was elevated at 278 μg/g. A contrast-enhanced computed tomography (CT) scan revealed a diffusely edematous rectosigmoid colon and rectum and small amounts of intra-abdominal free air (Figure [1](#F1){ref-type="fig"}). His pain improved after bowel rest and intravenous antibiotics, and he tolerated a low-residue diet. A presumptive diagnosis of Crohn\'s disease was made. Based on the patient\'s preference, he was discharged with oral antibiotics and plans for an outpatient colonoscopy.

![A coronal image from the computed tomography scan of the abdomen and pelvis performed on initial admission showing free air (top arrow) and thickened rectosigmoid (bottom arrow).](ac9-7-e00420-g001){#F1}

The patient returned 4 weeks later with worsened abdominal pain, fever, and small amounts of red blood per rectum. Examination showed significant lower abdominal tenderness with voluntary guarding and mild rebound tenderness. Workup was negative for infectious etiology. A CT scan showed numerous foci of free air, most of which were adjacent to the persistently thickened rectosigmoid colon (Figure [2](#F2){ref-type="fig"}). A flexible sigmoidoscopy showed a wooden toothpick lodged in both walls of the sigmoid colon, with otherwise normal mucosa (Figure [3](#F3){ref-type="fig"}). The toothpick was removed using a Raptor grasping device (US Endoscopy), and no overt perforation was seen. The patient significantly improved afterward, and he continued to feel well 2 months after discharge with no recurrence of symptoms.

![A coronal image from the computed tomography scan during the second admission showing persistently thickened rectosigmoid (bottom arrow) and adjacent to it there is extraluminal free air (top arrow).](ac9-7-e00420-g002){#F2}

![Endoscopic images showing (A) one edge of the toothpick lodged in the colonic wall with surrounding reactive inflammation, (B) that same area (arrow) after manipulating the toothpick with a grasping forceps and freeing up the first edge, (C) ulcerated appearance of the opposite side of the colonic wall (circled) after completely removing the toothpick with no overt perforation, and (D) the removed toothpick placed next to a 50 mL syringe for size comparison.](ac9-7-e00420-g003){#F3}

Symptomatic ingestion of wooden toothpicks is a relatively rare clinical event.^[@R1]^ Similar to most of those who ingest toothpicks, our patient did so accidentally and did not recall the event.^[@R2]^ It most commonly occurs when eating food items that are held together by a toothpick, such as club sandwiches, frequently together with alcoholic beverages.^[@R2]^

The morbidity associated with clinically apparent toothpick ingestion is considerably high, with up to 79% chance of perforation and mortality rate between 9.6% and 18%.^[@R2],[@R3]^ Management options include surgical exploration for frank perforation, peritonitis, or abscess. In stable patients without overt complications, it is reasonable to attempt endoscopic removal.^[@R4],[@R5]^ We were successful in this case in removing the toothpick despite the presence of free air on CT, likely because of the chronicity and small size of the perforation.
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